it is particularly vital in system planning, establishing training requirements, developing triage and treatment protocols, and evaluating quality of care. Real-time (or "on-line") guidance is also valuable, but it remains costly to provide and beyond the means of many EMS systems.
State agencies should assess the adequacy of medical control for EMS operations in general and for EMS-C in particular. They should determine whether attention to the needs of pediatric patients in the existing medical control activities is sufficient and identify ways to improve the pediatric component where necessary. They should study both broad state-level practices and medical control applied in local areas. For example, some communities may not have physicians with appropriate pediatric expertise who can provide the kind of oversight needed. The state agency should explore ways that the state itself, or the state's health care community, might provide access to such services for both off-line and on-line guidance in such locales.
Guidelines for EMS-C EMS-C requirements need to be addressed in all parts of a state's EMS systems, including training, equipment, system access (9-1-1 and enhanced 9-1-1 systems), dispatch protocols, triage and treatment protocols, transport procedures, and so on. The agencies should actively promote the development of appropriate EMS-C guidelines in all of these areas. The process should include determining the content of the guidelines and the providers to whom they will apply (e.g., whether first responders will have pediatric equipment requirements). Although the focus may initially be on statewide guidelines, state agencies also should give attention to how those guidelines will be implemented at the local level and ways that the process can be enhanced.
Collecting and Analyzing Data
As discussed at length in Chapter 7, the committee believes that data collection and analysis programs are a vital component of the comprehensive development of EMS-C capabilities. Without adequate data, it is difficult to know the true scale and nature of the demand for EMS-C services, how well those services are being provided, and whether better patient outcomes are being obtained. In the committee's view the state agencies should treat data collection and analysis capabilities as early and major priorities, much as it has advised that the federal center do.ertification, and accreditation requirements in the state (which may involve elements of other state departments as well), and promote continuing education efforts for practitioners licensed or certified by the state. Finally, these EMS-C agencies might support high-technology communications programs that would permit volunteer EMS personnel or those in remote areas to participate in educational activities without disruption of local emergency care services or personal lives.ke the designation explicit and public.s.10 The Coordinating Council on Juvenile Justice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
